an Australian parent's magazine and of 455 attending National Childbirth Trust meetings who had responded to a query about their experience ofepidural anaesthesia and subsequent effects. Improvements in anaesthetic technique, especially the use of different needles, may alter the risk of spinal headache. Nevertheless, in view of the recent increase in use of subarachnoid anaesthesia for caesarean section, further examination of the association with spinal headaches, even though based on small numbers, is urgently required.
Paraesthesias in the legs and lower back were also mentioned by Kitzinger.9 Our data on numbness or tingling in the legs or lower back were elicited only in response to an open question so may have underestimated the incidence. Such data, for the same reason, are also more susceptible to reporting bias among women who had an epidural anaesthesia. Nevertheless, the difference was highly significant and unexplained by backache and deserves further consideration.
Visual disturbances and dizziness or fainting were not specifically mentioned by Kitzinger, although some women described a kind of sensory confusion. 9 We found that both of these symptoms were associated with migraine, and the association between epidural anaesthesia and visual disturbances seemed to be secondary to the association with migraine. For dizziness or fainting, however, it was less clear whether the same applied. Further research is needed to elucidate this point.
We have identified independent associations between several long term symptoms after childbirth and epidural anaesthesia. Care was taken to avoid reporting bias and there was no evidence of enhanced reporting of other symptoms by women who had epidural anaesthesia.67 Nevertheless, a hidden factor might account for these associations. Further examination with different investigational methods including randomised trials, is needed. The impact of the symptoms on the women's lives also needs to be assessed. Epidural analgesia is unquestionably the most effective form of pain relief available for labour''02 and as such is used by large numbers of women. ' Surgery was undertaken under general anaesthetic. Following excision, primary closure was achieved with deep mattress prolene sutures and the patients discharged home on the same day (group 1), or the cavity was packed with gauze soaked with aqueous proflavine; the pack was changed daily and the patient allowed home when packing was tolerable without parenteral analgesia (group 2).
All patients were reviewed weekly until healing occurred and also six and 12 months later. Healing was defined as complete epithelialisation of the operative site. In group 2 the proflavine pack was changed daily for the first week and replaced by a silicone foam, which was renewed weekly until healing occurred. In group 1 the sutures were removed on the 14th postoperative day. If primary closure failed the wound was allowed to heal bygranulation.
Length ofadmission, outpatient visits, district nurse visits, days off work, days to complete healing, and recurrence at six and 12 months were measured. An "intention to treat" analysis2 was used for between group comparisons. Confidence intervals for population differences between medians were calculated based on the median differences between the unpaired samples of observations.
The In Use of Lucozade and glucagon by ambulance staff for treating hypoglycaemia
Severe hypoglycaemia is a serious and much feared complication of insulin treatment. Intensive treatment with insulin makes it more likely to occur.' Hypoglycaemia may cause physical damage and transient or permanent neurological damage, and occasionally it causes cerebral oedema and death.
In an attempt to reduce morbidity and hospital admissions we trained all ambulance staff (not only "paramedics") how to measure blood glucose concentrations and treat hypoglycaemia with oral glucose and subcutaneous glucagon.
Methods and results
All ambulance staff in the Lothian region were instructed by a series of tutorials and demonstrations how to recognise and treat hypoglycaemia. They were taught how to measure blood glucose concentrations with test strips and instructed to do this for any patient they thought could be hypoglycaemic. If the concentration was less than 4 Seventeen diabetic patients were not hypoglycaemic. Five were hyperglycaemic and the others had problems unrelated to diabetes.
Thirty one patients were later found not to be diabetic. Six of these, however, were hypoglycaemic. Two were wives of diabetics who had taken an intentional overdose of insulin: one recovered after Lucozade; the other was the only patient in the series requiring inpatient treatment for hypoglycaemia. The four other hypoglycaemic patients were intoxicated with alcohol.
Comment
Ambulance staff in Cardiff have reported the use of intravenous dextrose in the management of hypoglycaemia.2 This can be difficult in a restless or convulsing patient and there is a risk of venous sclerosis of precious veins and of tissue necrosis. These disadvantages greatly outweigh the advantage of a very slightly faster recovery.34 A report from Norwich records the experience of paramedics giving glucagon to 28 patients,5 but more can be treated if all ambulance staff are involved.
